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1. Introduction 
 

1.1 Similar safety checks and clinical considerations apply to both orogastric and nasogastric feeding 
tubes, but for ease of reading, this policy will usually refer to nasogastric tubes except where 
there is a need to point out a difference. 
 

1.2 To feed successfully a baby needs to have developed co-ordinated sucking, swallowing, and 
breathing. This involves several reflexes e.g. rooting, sucking, and grasping. At first the immature 
digestive tract may not tolerate milk and so the baby may be given nutrients directly into the 
bloodstream (parenteral nutrition). 
The first experience of enteral feeding is often via a feeding tube, which will be used until breast 
or bottle feeding is established. 
 

1.3 Some infants are unable to feed orally or complete the required volume of feed due to 
prematurity or disease. In these circumstances feeding via a nasogastric (NGT) or orogastric (OGT) 
tube may be used an alternative.  
 

1.4 Since newborn infants are obligate nose breathers, nasogastric tube (NGT) can lead to partial 
nasal obstruction which might increase airway resistance and work of breathing although they are 
easier to secure to the face than orally placed tubes. Orogastric tubes (OGT) may not lead to the 
potential risk of increased work of breathing associated with NGT but are more frequently 
malpositioned and can loop inside the mouth. Also, there is increased possibility of apnoea and 
bradycardia due to vagal stimulation. 

  
1.5 This policy aims to address the issues raised in the NPSA alert 19 and 09 and Patient Safety Alert 

20011 PSA 002: Reducing the harm caused by misplaced nasogastric feeding tubes in adults, 
children, and infants and NPSA 2016: Patient safety alert: Nasogastric tube misplacement: 
continuing risk of death and severe harm and Patient Safety Alert 05: Reducing the harm caused 
by misplaced nasogastric feeding tubes. 

 
1.6 This policy aims to promote safe practice when passing an oro/nasogastric feeding tube, when 

confirming position, of subsequent usage for feeding and the administration of liquid medicines. 
 

1.7 Nasogastric tube feeding is common practice in neonates and thousands of feeding tubes are 
inserted daily without incident. However, there is a small risk that the enteral feeding tube can be 
misplaced into the lungs during insertion or move out of the stomach at a later stage. The 
associated risks include:  

 Vagal stimulation – bradycardias and apnoea’s  
 Increased work of breathing 
 Aspiration, perforation of the oesophagus, posterior pharynx, stomach, duodenum 
 Small bowel perforation 
 Necrotising enterocolitis 

 
1.8 Neonates are admitted to NICU with intent to treat and consent is not required, however parents 

should always be informed. 
 

2. Scope 
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2.1      This policy applies to all practitioners passing and/or using a nasogastric or orogastric tube in the 

neonatal unit. It also applies to those practitioners who are teaching and assessing parents and 
carers. 

 
 
3. Purpose 

 
3.1 The purpose of this policy is to ensure patient safety and enable Health Care Professionals to 

follow a clinical procedure to insert and confirm the position of a nasogastric tube and administer 
a feed or medicines safely thereby reducing the risk of using a misplaced tube. 

3.2 The policy covers the teaching and preparation of parents for using a feeding tube whilst baby is 
an inpatient and if required post discharge. 

3.3 Staff should only undertake this procedure if they are appropriately trained and have achieved 
competency and must be either: 
 Registered Adult Nurse, Children’s Nurse, Midwife or Health Visitor 
 Registered Medical Staff 
 Nurses/medical staff in training (students) and nursery nurses, being supervised by one of 

the above professionals until deemed competent. 
 Parents, Relatives, Carers who have undergone specific training for use of nasogastric tubes 

and have been deemed competent by an appropriately trained practitioner from the list 
above. 
 

4. Explanation of Terms Used 
 

4.1 Nasogastric Tubes (NGT)– are passed through the nasal cavity down the back of the throat and 
through the oesophagus to the stomach and are used to deliver medication, fluid, or liquid feed 
and can be used to empty the stomach by aspiration or decompress the stomach by putting tube 
on free drainage.  

4.2 Orogastric tubes (OGT)- are passed through the mouth down the back of the throat and through 
the oesophagus to the stomach and are used to deliver medication, fluid, or liquid feed and can 
be used to empty the stomach by aspiration or decompress the stomach by putting tube on free 
drainage. OGT are primarily used in extreme preterm infants, very low birth weight infants who 
may not tolerate NGT e.g. small nostrils, facial anomaly, intubated. They are not used routinely as 
they can adversely affect feeding cues. 

4.3 Neonatal Intensive Care Unit – NICU         
4.4      The terms ‘aspirate’ and ‘aspiration’ may be used in different ways in relation to nasogastric 

incidents. They may describe:  
 Fluid sucked out of NGT = aspirate, or the action of sucking it out = aspirated 
 Infant with unsafe swallow could inhale liquid = aspirate, or fluid that has been     inhaled = 

aspiration 
 ‘Aspiration pneumonia’ is described as the inflammation and infection that results from 

aspiration of fluid into the lungs.  
 

5. Duties and responsibilities 
  

5.1       Medical Staff will–  
 Make an individual patient assessment to exclude congenital abnormality contra-indicating 

insertion of NGT/OGT. 
 Take the decision to insert appropriate tube (OGT/NGT or NJ) in discussion with other health 

care professionals and following discussion with the family.  
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 If correct placement cannot be confirmed from aspirate obtained, they will be responsible 
for ordering and the interpretation of chest X-rays to confirm position (if deemed 
competent). X-ray interpretation see Appendix 1. 

 Be responsible for interpretation and documentation of the X-ray findings in the patient 
records. 

 all 4 criteria should be met to correctly identify the NGT as being in the stomach: 
       1. The NGT follows the oesophagus and avoids the contours of the bronchi 
       2. The NGT clearly bisects the carina or bronchi 
       3. The NGT crosses the diaphragm in the midline 
       4. The NGT tip is clearly visible below the left hemi-diaphragm 
 They must look at NGT/OGT position, if one is in place, on all x-rays taken for whatever 

reason, e.g. chest x-ray 
 If the tube is positioned in lungs, they must give the order for the tube to be removed 

immediately 
 Have the expertise to insert NGT/OGT (although this is usually done by an appropriately 

trained nurse) 
 

Clinical Nurse Educators  
    Will ensure training and assessments of competence (Appendix 2) are undertaken and 

documented in each clinical area 
    Will oversee assurance audits for NGT compliance.  They will investigate compliance concerns 

and optimise compliance in line with Trust strategies. 
 

Senior nursing staff will-  
    Identify which members of staff are competent to undertake various aspects of feeding and 

management of NGTs 
    Ensure training and assessment of competence is undertaken and documented.  
    Monitor standards of practice in their environment in relation to feeding and management of 

NGTs, performing regular care audits of NGT compliance for any babies on the ward with an 
NGT in place, investigating poor compliance.  

    Respond to colleague’s requests for support and advice regarding NGT insertion and 
management 

    Escalate potentially complex cases to a specialist. 
 
Nursing Staff will-  
 Be responsible for participating in the decision-making process for the insertion of an 

appropriate tube.  
 Inform parents that baby will have NGT or OGT passed and that it will be used to feed their 

baby if required. 
    Insert the tube and verify the tubes position as per trust policy.  
    Inform medical staff if they are unable to pass NGT/OGT. 
    Document time and date, NEMU, actual length of tube, size and type of tube (NGT/OGT) on 

the Badgernet insertion record. The insertion pH, brand name and lot number of the tube 
should also be documented in the comments box. 

    Document any repositioning of the tube on instruction of the medical team post X-ray. This 
should be documented in the insertion record comments box and must be timed and dated. 

    Have received the appropriate training and completed a competency assessment document 
prior to being independent practitioners (Appendix 2). They will be able to initiate resuscitation 
if required. 

    Be responsible for ensuring clear and accurate documentation in accordance with code of 
practice regarding all aspects of NGT insertion and care, including reporting adverse events on 
Datix.   
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    Assess when the tube should be removed, perform the procedure, and document the outcome.   
    Be responsible for providing parent information, ensuring appropriate education, advice, 

assessment, and competency of the parent/carer and ensuring appropriate referrals to 
community teams/ dieticians if baby has NGT at discharge.  

 
Parent and carers will-  
    Be encouraged to learn how to tube feed their baby and will be given the Parent Booklet 

(Appendix 3) and their competency documents (Appendix 4) when appropriate based on 
health and gestation of their baby. Completed competencies will be photocopied and stored 
in baby’s Badgernet and with parent, in the FiCare folder. 

 
Dietitians– 
    Will assess and monitor the baby’s nutritional status and formulate an enteral feeding plan.  All 

babies receiving long term tube feeding will be referred to the dietitian to ensure their 
nutritional needs are met. Those being discharged home with an NGT will be referred to the 
Community Dietician if NCOT anticipate the tube will be in use for more than 1 month. 

 
Speech and Language therapist– 
    May be involved in the assessment of babies feeding ability and diagnose any dysphagia.  
    Will participate and provide advice on the appropriateness of enteral feeding and provide 

monitoring of dysphagia while the baby is undergoing enteral feeding to advise the MDT 
regarding reinstatement of oral feeding.   

    Babies receiving long term enteral feeding will be referred to the SaLT team to make an 
assessment. This will assist the medical team in reviewing the need for NJ insertion. 

 
Radiographer-  
    Must ensure that exposure of the x-ray is adjusted to allow the tip of the nasogastric tube to 

be visible at the bottom of the film.  
    Must adjust the x-ray film to show the bottom of both hemi-diaphragms in the midline and as 

much of the abdomen as far as possible below the diaphragm. If the tube is observed to have 
been misplaced the radiographer must contact the clinical team to advise them to re-position 
the tube.   

 
Rarely Radiologist will report on NICU –  
    When/if the radiologist reports on the x-ray, the report should state the following and all 4 

criteria should be met to correctly identify the NGT as being in the stomach: 
1. The NGT follows the oesophagus and avoids the contours of the bronchi 
2. The NGT clearly bisects the carina or bronchi 
3. The NGT crosses the diaphragm in the midline 
4. The NGT tip is clearly visible below the left hemi-diaphragm 

 
Pharmacy-  
    Will provide a medicines information service for staff, parents and carers and advise and 

monitor the safe, effective, and economic use of medicines used for enteral administration for 
patients unable to take medicines orally. 

 
      The Executive Director of Nursing-  

 Has overall responsibility for the provision of nutrition within the Trust.  The Lead for Clinical 
Nutrition will ensure that the policy is implemented operationally and monitored as part of 
the Trust Nutrition Steering Group (NSG).  The NSG is accountable to the Trust board through 
the Quality Care Committee (QCC).  
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            All practitioners are responsible for updating their knowledge and practice to maintain their 
competency and skill, following a National Patient Safety Alert (NPSA). All practitioners are 
accountable for their practice. 

 
6.  Policy 

 
6.0 Assessment of the need for a feeding tube must be made before insertion and must include: a 

decision as to the appropriate type i.e. NGT, OGT, NJ (see Policy for NJT), gestation and weight of 
baby, an assessment to exclude congenital abnormality contra-indicating insertion of NGT/OGT. 

6.1       Unsafe methods which should never be used to confirm tube position.   
The following methods must NOT be used to ascertain correct placement of nasogastric feeding 
tubes in the stomach. 
 Auscultation of air injected through the feeding tube (‘whoosh’ test). 
 Testing acidity/alkalinity of aspirate using litmus papers. 
 Interpreting absence of respiratory distress as an indicator of correct positioning. 
 Monitoring bubbling at the end of the tube. 
 Observing the appearance of feed in tube aspirate. 

6.2      Possible risks/complications include: 
 Gastric tube misplacement into trachea or oesophagus leading to aspiration and pneumonia 
 Perforation of bowel or oesophagus 
 Gastro-oesophageal reflux 
 Vasovagal response on passage of tube resulting in apnoea, bradycardia, and cyanosis 
 Nasal, pharyngeal, and oesophageal trauma 
 Trauma to skin under tube fixation tapes 
 Gastric tube malposition following coughing or retching during feed 
 Gastric tube embedded in the gastric wall 

6.3      An NGT which is accidentally inserted into the respiratory tract would not cause pain and may not 
cause any respiratory symptoms, but harm will result if this displacement was not detected and 
liquids were introduced into the respiratory tract via the tube. A great emphasis is therefore 
placed on the initial insertion and the checks carried out at this time to confirm correct placement 
before liquids are put down the tube.  

6.4       Insertion  
            Exclusion of congenital anomalies:  

The inability to pass a nasogastric tube beyond the nares is indicative of Choanal atresia and is a 
medical emergency. Resistance to passage of a gastric tube beyond the oropharynx is indicative 
of oesophageal atresia. A gastric tube should be inserted prior to chest or abdominal x-ray to 
facilitate differential diagnosis. 
 Due to the significant risk of severe complications such as perforation when passing an OGT, 

a nurse with a high level of expertise/experience should carry out this procedure. 
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 Determining length of the tube: 

6.5 If passing an NGT: Measure from the tip of the infants’ nose to the earlobe and from the earlobe 
to the point midway between the xiphoid process (tip of breast bone) and umbilicus. 

6.6 If passing an OGT: Measure from the midline of the infants’ mouth to the earlobe and      from the 
earlobe to the point midway between the xiphoid process (tip of breast bone) and umbilicus. 

6.7 Inserting a naso/orogastric tube is rarely an emergency and so can be planned to consider the 
other activities that the baby has to undertake. The procedure should be completed in a 
developmentally supportive way to try to minimise distress and discomfort and aid the smooth 
insertion of the tube. 

 
 

Procedure for: INSERTING AND CHECKING POSITION OF NASOGASTRIC/OROGASTRIC FEEDING TUBES 
 

ACTION RATIONALE 
PARENTS 

If possible, explain the procedure, the reason for it 
and the baby’s possible reaction. Give information 
booklet to parents  
 

Parents will find it helpful to understand that 
the baby’s reactions are likely to be due to 
discomfort rather than pain 

Give parents the choice of whether or not to stay 
with their baby. 
 

It can help some parents to feel less anxious if 
they can anticipate what will happen, and be 
there during the procedure. 

Invite parents to support their baby e.g. 
Comfort holding 

Strengthens parent’s role in comforting and 
protecting their baby. 

PREPARATION 
Document rationale for passing NGT/OGT tube in 
healthcare records. Date, time and sign including 
designation. If the baby requires an x-ray, ensure 
the tube is passed prior to the x-ray being taken 

To ensure the needs of the baby requiring an 
enteral tube are greater than the risks of 
incorrect placement. Provides at a glance 
evidence of placement and length of tube. To 
avoid unnecessary x-ray exposure. 

Ensure the Infant, has not been fed for a minimum 
of 15-30 minutes prior to passing the NGT/OGT 
tube.  

To avoid the risk of vomiting and aspiration 
during procedure  

 

A fine bore gastric tube ranging from size 4 
to 6 can be used depending on the size of 
the Neonate and density of the feed.  
 
A Larger bore gastric tube should be used 
for babies requiring gastric drainage.  
The following technique should be used to 
determine the length of gastric tube 
placement. 
 
Measure the length of the gastric tube 
using NEMU (Nose, Ear, and Mid-
Umbilicus) 
 
For Orogastric measure from midline of the 
mouth, Ear, and Mid-Umbilicus 

N 

E 

M 

U 
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Ensure oxygen and suction are checked and readily 
available 
Collect equipment for the procedure and to support 
the baby e.g. appropriate size tube, materials for 
fixing (Duoderm, Blenderm, or Mepore), 5ml 
syringe, enteral pH test strips 2-9 CE marked, and 
positioning aids, dummy.  

To avoid unnecessary interruptions to 
procedure and to ensure the environment is 
safe to proceed 
 
 
Safety- critical requirement to use CE marked 
test strips 

Position baby in the supine position with head in 
neutral position 

Hyper extension of the neck can occlude the 
airway. Choose position and positioning aids to 
support the baby’s ability to be still and calm. 

Select an appropriately sized tube i.e. the narrowest 
tube that is suitable for purpose. 
The NGT should be:  
 radio-opaque throughout their length-NPSA 

2011  
 have externally visible length markings 
 CE accredited  
 Use enteral iso-saf enfit tube. 

Narrow tubes are less irritating and ensure that 
the liquid is given slowly, which aids digestion. 
A larger bore should be used for free drainage 
Change every 4 weeks in hospital (up to 90 days 
in the community setting). 
Safety- critical requirement to use specific NGT. 

INSERTING THE TUBE 
Determine the length of the tube to be inserted.  
For Naso-gastric tube placement: (see above 
picture) NEMU method. 
Select a clear nostril, insert the tip of the tube into 
the nostril and slide backwards and downwards 
along the floor of the nose. Advance the tube 
steadily* to the predetermined length.  
For Oro-gastric tube placement:  
Insert the tip of the tube into the mouth and slide it 
backwards and inwards along the tongue to the 
oropharynx and advance steadily* to the 
predetermined length.  

To estimate accurate placement in the stomach 
following normal anatomical structures. 
*Insertion of tube should take around 15 
seconds to minimise stimulation of vagal nerve. 
 
 
 
Safety- critical requirement to ensure correct 
positioning of NGT. 

It is usually preferable to pass the tube 
nasogastrically rather than an orogastrically. 
Indication for OGT use are: if breathing is 
compromised by nasogastric tube e.g. extreme 
preterm, facial abnormality. 

Minimise the risk of sensory experience that 
may interfere with normal suck swallow 
patterns.  

Ensure baby is comfortable and secure e.g. 
wrapping, arms tucked in, legs supported, and a 
surface for foot bracing. 

These strategies can be considered for most 
babies and will support the baby to self-
regulate. 

If baby is not intubated offer a small sterilised 
dummy to encourage sucking before inserting the 
NGT 

Once the baby is aroused, they will find it 
difficult to establish sucking. Sucking helps the 
baby to swallow the tube. 

Dip the area of tube for insertion in sterile water. 
Slowly and steadily slide the tube down. 

The sterile water will aid smooth insertion by 
reducing friction. To minimise levels of 
arousal 

If replacing a tube alternate the nostril used. 
Remove tube immediately if there is any cyanosis, 
coughing, or distress. 
Otherwise pass tube until measurement is reached; 
ensure numbers (NEMU) on tube are visible before 
fixing tube. 

Ensure safe insertion of tube and the ability of 
other staff to confirm measurement without 
disturbing the baby. 

CHECKING TUBE POSITION 



 
Section 1  

Neonatal Intensive 
Care Unit Policy 

 

Current 
Version is 
held on the 

Intranet 

First ratified: 
October 2012 as a 

guideline 

Review date: 
February 2024 

Issue  
4 
 

Page 10 of 39 

 
 

The tube position should be checked: 
 
• following initial insertion; 
• before administering each feed; 
• before giving medication; 
• following vomiting, retching or coughing. 
However, the absence of coughing does not rule out 
misplacement or migration; 
• if there is evidence of tube displacement. For 
example, if the tape is loose or the visible tube 
appears longer or kinked. 
 
If the baby is on continuous feeds, tube checking 
should be synchronised with the syringe changes. 
When continuous feeding has stopped, wait 15 to 
30 minutes to allow the stomach to empty of milk 
and the pH level to fall. 
 
 
Follow Appendix 6, Fig 1a and 1b, NPSA 09 Reducing 
the harm caused by misplaced 
naso and orogastric feeding tubes in 
babies under the care of neonatal units. 
 
First Insertion: 
If position of tube cannot be confirmed do not use 
the tube and follow advice given below.  

Ensuring correct positioning is essential prior to 
use and is a Safety-critical requirement. 
 
  

Ongoing checks:  
Remove cap/plug from the tube and attach a ‘single 
use’ enteral 5ml syringe, pull back gently on the 
plunger until a small amount of fluid (aspirate) 
comes up into the tube. 
Take one enteral pH test strip 2-9 CE and place a 
few drops of the fluid onto it (pH paper measures 
acidity/ alkalinity of the aspirate, it should be acidic). 
Wait 10-60 seconds. 
 
Match the colour change of the test strip with the 
colour code on the box to identify the pH of the 
aspirate. 
 
A pH reading of 1- 5.5 indicate an acid reaction. This 
means the tube is suitable for use; it does not 
confirm that the NGT is in the stomach, it may be in 
the oesophagus. 
Additional safety checks, after initial insertion, are:  
 the number (NEMU) on the tube at the edge of 

the nose should not have changed,  
 the NGT should not be visible in the mouth,  
 the tube should be fixed appropriately; any 

loose tape should be replaced prior to tube use. 

 
Safety- critical requirement to ensure correct 
placement of NGT 
 
Risk Assessment 
Staff should consider the factors for each 
patient that may contribute to a high gastric pH 
(pH 6 or above). 
Possible factors include: 
• the presence of amniotic fluid in a baby under 
48 hours old; 

• milk in the baby’s stomach, particularly if they 
are on one to two hourly feeds; 
• use of medication to reduce stomach acid. 
 
It is important that staff work through the 
flowchart Fig 1a, b, and record their findings 
prior to making any decisions. The 
multidisciplinary care team should then discuss 
possible actions to take, and 
again record how they reached their decision. 
These must be based on balancing the risks 
between not feeding a baby, in the short term, 
with feeding when there is the possibility of the 
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A pH of above 5.5 should be second checked with 
nurse in charge of the room for guidance. * 
 
Please follow the attachment “The Recommended 
Procedure for Checking the Position of the Naso 
and Orogastric Feeding Tube in Babies under the 
Care of Neonatal Units”. Patient Safety Alert 09 

tube being in the lungs. When an aspirate is >5.5 
a risk assessment is needed to decide 
 
 
 
 
 
*Check to see if baby is having antacid therapy, 
consult doctor if unsure.  

If unable to obtain aspirate, advance tube 1-2cm 
and repeat checking process and/or move baby to 
lie on left side. 
 
If still unable to get any aspirate: 
 Wait 5 minutes and try again 
 Check for signs of tube displacement; baby 

may show signs that the tube has moved by 
coughing and/or gagging, the measurement at 
the nose may have changed 

 Turn baby onto his/ her side, this may allow 
the tip of the tube to re-enter the stomach 
contents. Try aspirating again 

 If you still cannot get any fluid inject 1-2mls of 
air into the tube using the syringe, this may 
remove any blockages from the end of the 
tube and may move the end of the tube away 
if it is against the stomach lining. Try aspirating 
again 

 ONLY if baby is allowed suck feeds; offer the 
baby the breast or bottle for a few minutes 
then try to withdraw fluid from the tube again 

 If aspirate unobtainable NGT is not to be 
used. Discuss with medical staff to consider x-
ray confirmation, usually a chest x-ray which 
includes upper abdomen is sufficient. Specify 
to radiographer that x-ray is to confirm 
position of NG/OGT.  

 If NG/OGT is too short then advance, and if too 
long withdraw but if misplaced remove. See 
Appendix 1 for x-ray images 

If the pH paper does not change, this does not 
necessarily mean that the tube is not in the right 
place. It could be that the baby’s tummy is 
empty, or the tube is resting up against the 
stomach wall. 
Other reasons could include: 
amniotic fluid-pH 7, meconium pH 7-8 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Safety- critical requirement: Correct tube 
placement is essential before any liquids are 
put down the tube. 
NPSA March 2011 

Once established that tube is in correct position fix 
tube using smallest possible piece of hypoallergenic 
tape. Avoid interference with eyelids and mouth. 
Choose tape type dependant on skin integrity and 
gestation. A barrier of Duoderm is most usually 
applied to skin before the Blenderm is put on to 
secure NGT.  

To minimise risk of damage to skin and avoid 
irritation. To ensure that tube is securely fixed 
which will prevent having to re-pass it. 

The Size of NGT, the number at the nose (NEMU) and the 
pH result should be recorded on the Badgernet 
Feeding Tube Insertion Record. A new record is 
required for every NG/OGT placed. NEMU and pH 

Ensures that further checks have a reference 
point to work from and any changes to these 
measurements will alert the carer to a possible 
displacement of the NGT. 
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must be recorded on the feed record prior to any 
use of the tube. 
If baby is to be discharged home with NGT ensure 
that these details are recorded in the Discharge Care 
Plan 

Safety- critical requirement. 

Orogastric tubes should be fixed to exit at corner of 
mouth. When securing an oro-gastric tube, care 
should be taken not to damage the lips or gums or 
obstruct the use of the tongue.  

This will be less likely to stimulate tongue thrust 
which will dislodge the tube and interfere with 
sucking. 
This can occur if the tube is pulled too tightly 
when securing the tube. 

The following methods should NOT be used to confirm feeding tube placement 
Absence of respiratory distress Small bore tubes can enter the respiratory tract 

with few, if any, symptoms, and large bore 
tubes can enter a patient’s respiratory tract 
without any symptoms being shown, 
particularly if the patient is unconscious. 

Appearance of feeding tube aspirate Research and anecdotal evidence indicate that 
relying on the appearance of feeding tube 
aspirate is unreliable as a primary testing 
method as gastric contents can look similar to 
respiratory secretions 

Radiography - should NOT be used routinely but 
should be used if the baby is being x-rayed for 
another reason. However, if all other attempts to 
confirm tube position fail, then X-ray should be 
undertaken. Tubes with markings should be used for 
all babies to enable accurate measurement of depth 
and length and the position of the tube documented. 
All tubes used should be radio opaque. 

Routine radiography for feeding tube 
placement would result in excessive and 
unnecessary exposure to radiation, loss of 
feeding time, increased handling of the baby, 
and would not be cost effective. 

AFTER THE PROCEDURE 
If a baby requires a gastric tube for abdominal 
distension due to paralytic ileus, gastrointestinal 
disease or on Vapotherm, leave the tube on free 
drainage. Aspirate the tube as indicated and 
requested and check tube position. Large bore 
gastric tubes should be used for babies requiring 
gastric drainage. 

To allow drainage of gastric contents and 
facilitate early gastric motility. To avoid 
aspiration of gastric contents. 

Provide comfort. Ensure parent or caregiver remains 
with baby until settled. 
Provide mouth care using MEBM, if available, for 
those babies not having suck feeds. 

To support rapid return to stability. Baby’s 
reactions may be delayed. 
 

The tube position and pH should always be checked 
and documented: 
· following first insertion 
· before administering each feed, medication 
· following vomiting, retching or 
  coughing 
· if any evidence of tube displacement.   
. in the presence of any new or unexplained 

respiratory symptoms or reduction in oxygen 
saturation. 

There is a small risk of insertion into the lungs or 
tube becoming misplaced. Ensures tube will not 
be used until checked. 
 
Safety- critical requirement. 
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If the length of tube is advanced, retracted or 
repositioned, alterations should be clearly 
documented in the insertion record box and be 
timed and dated. 

Safety- critical requirement. 

Document all details fully on a NG Tube Insertion 
Record on Badgernet, adding the brand name, lot 
number and insertion pH in the insertion comments 
box. 

To ensure accurate records are kept.  

Document before each use; the pH result, the 
number on the tube at the nostril/mouth and any 
adjustments that have been made to achieve an 
appropriate aspirate on feeding chart. 

To ensure next user will have a reference point 
and explanation for changes. 

 
*N.B. Infants who are taking antacids, H2 antagonists or proton pump inhibitors are likely to have a 
stomach pH greater than 5.5 in which case it may be difficult to confirm placement with the necessary 
accuracy. The need to continue this medication should be reviewed by the prescriber against the need 
to feed via gastric tube. Additionally, individual risk assessments on a case-by-case basis may be 
required. All decisions must reflect Neonatal NPSA guidance and be documented in patients’ medical 
notes. 
 
 
 
 
 
7.       Training 

 
7.1      Healthcare professionals should ensure that if involved with nasogastric tube position checks 

they have been assessed as competent through theoretical and practical training (NPSA 2016) 
7.2      All trained nursing staff and nursery nurses will complete a competency document (Appendix 2) 

prior to using or passing a naso /orogastric tube on NICU or TCU.  The competency document will 
reflect all the safety critical requirements stated in the NHS Improvement –Resource Set-Initial 
placement checks for nasogastric and orogastric tubes. 

7.3      This document is then stored with their competency documents held with the Clinical Practice 
Educator. (Reassessment of competencies will not be required as the procedure will be 
performed frequently each week and therefore skills will be maintained by all). 

7.4       Parent /carer’s training consists of a series of supervised skills and practice which can be over 
many weeks before competency is assessed, and document is completed. It is the practice to 
train all parents how to use an NGT/OGT on NICU and TCU as part of our Family Integrated Care 
initiative. 

7.5       Staff must have achieved Level 5 as stated in the competency document before training others. 
7.6       Medical staff who are interpreting correct placement of feeding tubes must be trained and 

assessed as competent to do so.  All paediatric consultants must complete the training and 
assessment to provide core senior medical staff who have evidence of competence. 

 
8 Stakeholder Engagement and Communication 
8.1       Consultation took place with the Adult Nutritional Nurse, the clinical staff, medical team and the 

wider MDT on NICU. 
 
9.    Approval and Ratification 
9.1       A draft copy of this policy will be disseminated to senior clinical staff and the medical team on 

NICU. This policy will then be peer reviewed at the clinical guideline meeting.  
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9.2       All Nutrition related policies need to be reviewed at the Nutrition Steering Group (NSG); this is not 
expected to be necessary for further guideline improvement.  

9.3       Once reviewed by NSG and any changes made and agreed the guideline will be available on 
Trustnet.  
 

10   Dissemination and Implementation 
10.1     The policy is stored electronically in the Neonatal Guidelines section on Trustnet. 
 
11.   Review and Revision Arrangements 
11.1     The document will be reviewed every 3 years through the clinical guidelines meetings held on 

NICU.  
11.2     A National Patient Safety Alert, Datix or Serious Incident pertaining to NGT use will trigger a review 

prior to set review date. 
 

12.    Monitoring compliance with this Policy 
 
Measurable Policy 
Objective  
 
 

Monitoring/ Audit 
method 

Frequency 
of 
monitoring 

Responsibility 
for performing 
the monitoring 

Monitoring 
reported to which 
groups/ 
committees, inc 
responsibility for 
reviewing action 
plans 

All policies will be 
reviewed by their 
authors at least 
annually to 
ensure that they 
remain valid and 
in date 

1. Audit of NGT 
documentation 
a. all babies have NGT 
insertion record 
completed 
b. NGT position checks 
are recorded prior to 
every use 
c. action taken if pH is 
>5.5 
 
2. Equipment stocks 
checked for 
compliance 
 
3. Education audit 
a. staff competencies 
completed fully 
b. parent 
competencies 
completed fully 

Quarterly  
 
 
 
 
 
 
 
 
 
 
Annual 
 
 
 
Annual 

Allocated Staff 
nurse 
 
 
 
 
 
 
 
 
 
Ward stock 
manager 
 
 
Clinical Practice 
Educator 
 
NCOT SR 

Neonatal Clinical 
Guideline team, 
Matron 

 
13.  Supporting References / Evidence Base 

 
     Patient Safety Alert 09.  
Reducing the harm caused by misplaced gastric feeding tubes in babies under the care of neonatal units. 
NPSA 0223JUN0518.08.05 p3 
www.npsa.nhs.uk/advice 
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    Patient Safety Alert 09. 
The Recommended Procedure for Checking the Position of the Naso and Orogastric Feeding Tube in 
Babies under the Care of Neonatal Units. Patient Safety Alert 09.Reducing the harm caused, by misplaced 
gastric feeding tubes, in babies under the care of neonatal units. NPSA 0223JUN05.18.08.05 p4 
 
    Patient Safety Alert 05. 
https://webarchive.nationalarchives.gov.uk/20171030124313/http://www.nrls.npsa.nhs.uk/resources/?e
ntryid45=59794&p=16 accessed 09.09.20 
 
 
    NHS Improvements July 2016. Resource Set- Initial placement checks for nasogastric and orogastric 
tubes. Publication code: IG 20/16 
https://improvement.nhs.uk/search/?q=resource+set+Initial+placement+of+nasogastric  
 
https://www.england.nhs.uk/publication/patient-safety-alert-nasogastric-tube-misplacement-continuing-
risk-of-death-and-severe-harm/  
 
    Regulation and Quality Improvement Authority RQIA formerly known as-GAIN- Guidelines and Audit 
Implementation Network February 2015. Guidelines for caring for an infant, child, young person who 
requires enteral feeding. 
https://rqia.org.uk/what-we-do/rqia-clinical-audit-programme/guidelines/2014-15/guidelines-for-caring-
for-an-infant,-child-or-youn/guidelines-for-caring-for-an-infant,-child-or-youn/  
 
     US National Library of Medicine- Nasogastric Versus Orogastric Route of Feeding in Preterm (<32 
Weeks) Neonates-Clinical trial NCT03073993- 2017 
https://clinicaltrials.gov/ct2/show/NCT03073993  
 
     National Institute for Health and Care Excellence 
Nutrition support for adults: oral nutrition support, enteral tube feeding and parenteral nutrition (CG32) 
https://www.nice.org.uk/guidance/cg32 
 
     National Nurses Nutrition Group 
Good Practice Guideline 2016 – Safe Insertion and ongoing care of Nasogastric 
(NG) Feeding Tubes in Adults - 2nd Edition  
http://www.nnng.org.uk/downloadguidelines/ 
 
     British Association of Parenteral and Enteral Nutrition 
Decision Tree  
http://www.bapen.org.uk/pdfs/decision-trees/naso-gastric-tubeinsertion.pdf 
 
   Royal College of Physicians 
RCP Top Ten Tips for nasogastric tube feeding in adults 
https://www.rcplondon.ac.uk/projects/outputs/nutrition-top-ten-tips 
 
   Royal College of Physicians                                                                                          Oral feeding difficulties 
and dilemmas: A guide to practical care, particularly towards   the end of life 
https://www.rcplondon.ac.uk/projects/outputs/oral-feeding-difficultiesand-dilemmas 
 
   General Medical Council 
End of life care: Clinically assisted nutrition and hydration 
http://www.gmcuk.org/guidance/ethical_guidance/end_of_life_clinically_assisted_nutrition_and_hydrati
on.asp  
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   Journal of Obstetric, Gynecologic & Neonatal Nursing Vol. 42 Issue 6  
Predicting the Insertion Length for Gastric Tube Placement in Neonates 
Marsha L. Cirgin Ellett, Mervyn D. Cohen, Susan M. Perkins, Coral E. Smith, Kathleen A. Lane, Joan K. 
Austin 
DOI: https://doi.org/10.1111/j.1552-6909.2011.01255.x 
 
 
 
Appendices: 

1. X-ray interpretation 
2. ASPH- Nasogastric or Orogastric tube competency document 
3. Hyperlink to ASPH- Nasogastric tube feeding your baby-parent carer booklet 
4. Hyperlink to ASPH- Parent carer competency document 
5. Hyperlink to ASPH- Risk assessment for short term NGT use in the community 
6. NRLS-0223-Nasogastric-tub~es-PSA-2005-09-18-v1 Fig 1a and 1b 
7. Parent leaflet-Parent and Carer briefing NPSA August 2005 
8. Parent leaflet-Enteral UK instruction for use leaflet 
9. Hyperlink to Nasojejunal tube guideline 
10. ASPH- Individualised Care Plan for Home NGT use 
11. Checklist for the review and approval of documents 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
Section 1  

Neonatal Intensive 
Care Unit Policy 

 

Current 
Version is 
held on the 

Intranet 

First ratified: 
October 2012 as a 

guideline 

Review date: 
February 2024 

Issue  
4 
 

Page 17 of 39 

 
 

 
Appendix 1- X-ray interpretation 
 
Nasogastric tubes: x-ray interpretation aid 
a. Is nasogastric tube feeding the right decision for this patient? 
b. Is this the right time to place the nasogastric tube and is the appropriate equipment available? 
c. Is there sufficient knowledge/expertise available at this time to test for safe placement of the 
nasogastric tube? 
 

                                                                                            To confirm 
gastric position of the 
 
To confirm the position of the nasogastric tube, ask: 
-Does the tube path follow the oesophagus/avoid contours 
of the bronchi? 
- Does the tube clearly bisect the carina or the bronchi? 
- Does it cross the diaphragm in the midline? 
-Is the tip clearly visible below the diaphragm? 
 
Proceed to feed only if all the criteria are met. If in any 
doubt, repeat X-ray or call for senior help. 
 
 
 
 
 
 
 

 
Below are two examples where the nasogastric tube has been incorrectly identified as being in the 
stomach: 
                                                                                

  
 
 
 
 
 
Radiograph 1 shows the tip of the nasogastric tube 
above the diaphragm and on the right-hand side of 
the thorax. The presence of                                        
ECG leads make interpretation of the radiograph 
more difficult   
 
 
 
To confirm g 
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Radiograph 2 -nasogastric tube apparently below the 
left hemi diaphragm but the tube clearly follows the 
contours of the left bronchus. In fact, the tube is 
positioned in the left lower lobe of the lung 
 
 
 
 
 
 
 
 

 
 
X-rays must always be interpreted by someone assessed as competent to do so, and the decision to 
feed a patient must be documented in the patient’s medical notes, dated, timed and signed by that 
person. 
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 Nasogastric or Orogastric Tube Competencies  
Ongoing management and position checks – Assessment B Part 1 

Nasogastric Tube Placement – Assessment B Part 2 

Orogastric Tube Placement – Assessment B Part 2ii 

 

 

 

 

 

 

 

 

 

 

Name  

 

Work Area/ ward  
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Introduction 
The purpose of this document is to provide a framework to support healthcare professionals in the 
development of knowledge and the application of theoretical knowledge to practice.  This competency 
should be completed by those whose manager has deemed it relevant in order to perform their role for 
Ashford and St Peters NHS Foundation Trust.  

The competency pack will form part of your professional development and will also be used as the basis 
for your Personal Development Review (PDR) as well as contribute to the Revalidation standards required 
by the NMC (Jan 2016).  

Rationale for competency 
Many infants receive treatment via a nasogastric tube. The procedures for placement, confirming tube 
position and the administration of medication, water and nutrition has become a necessary skill for many 
practitioners. NHS Improvement (2016) has given specific guidance to all healthcare providers regarding 
the care of patients requiring nasogastric tube placement. The rational for this competency is to provide a 
systematic and robust process to ensure the Trust’s expectations for safe and effective practice as 
described by NHS Improvement (2016 and 2017) are met by all healthcare professionals.   

The Trust has a responsibility to ensure all practitioners are supported in developing and maintaining skills 
relevant to their clinical practice.  NHS Improvement (2016) mandated the need for all health care 
professionals supporting patients requiring nasogastric tubes to be supported with competency training 
that reflects both theoretical and practical learning and assessment. 

Competency Framework  
1. Core Training: Nasogastric Tube confirmation, ongoing care and administration (with theoretical 

assessment).  Required to be completed by all staff who administers drugs within three months of 
starting. 

2. Competency Assessment (Part 1): NGT position check, administer medications and administer 
enteral feed via the feeding tube.  Required to be completed by all staff who administers feeds 
and/or drugs within 3 months of starting. 

3. Competency Assessment (Part 2):  Nasogastric tube placement. Learning support available from 
CPE and senior nursing team.  To be completed within 6 months of starting. 

 

Prior to undertaking this training, the individual practitioner must fulfil the following: 

 Be a registered professional and be governed by a professional code of conduct, or nursery nurse 
working within Neonatal unit 

 Have their managers / preceptors agreement to undertake the different stages of training. 

 Work in an area where there is sufficient need for passing a nasogastric feeding tube and be able 
to maintain competence (to complete Part 2).  

Guidelines for Assessors 

 The RN must be able to provide evidence of attendance (Core Training session) and have successfully 
completed the theoretical assessment before commencing this competency document. 



 
Section 1  

Neonatal Intensive 
Care Unit Policy 

 

Current 
Version is 
held on the 

Intranet 

First ratified: 
October 2012 as a 

guideline 

Review date: 
February 2024 

Issue  
4 
 

Page 21 of 39 

 
 

 The assessor of staff/parent must be a registered nurse who is clinically current and holds a position 
on the ward i.e. Band 5, 6, and 7 and is an authorised assessor for this competence. 

 Authorised assessors are practitioners who currently practice the skill being assessed and have 
completed the Train the Trainer training with CPE or senior nursing team. 

 Assessments must only be carried out for competencies that have been observed. 

 If the practitioner does not achieve the minimum standard at the formative stage, the assessor must 
write comments and action plan on the progress record (page 5)  

 The need for reassessment will be determined as part of the annual appraisal process. The need for 
update and reassessment will be determined by the individual practitioner and their manager.  

 Additional reassessment will be required if the staff member is involved in a Datix or misplacement 
incident. 

 

Please ensure that: 

1. The achievement of theses competence (Assessment A, Assessment B Part 1 and Part 2) are added 
to the practitioners electronic training record (ESR). 

2. A record of assessments (electronic scan of original) is kept in: 
T:\NICU_PDSISTER\Competencies\NGT Competencies 2020 onwards   (original document retained 
by practitioner). 

3. A record of assessments (electronic scan of original) sent to the Professional Development Team 
copied to the Nutrition Nurse Specialist when each part is achieved. The Trust is required to keep a 
record of all practitioners who have achieved NGT competencies.     

The following policies must have been read in conjunction with completing this competency: (these can 
be found on Trustnet) 

 Enteral Feeding Policy 

 Medicines Management 

 Nasogastric Tube Insertion and Management Policy 
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Validation 

This sheet must be completed in order to validate competence: Copies of this sheet should be kept in the 
T:\NICU_PDSISTER\Competencies\NGT Competencies 2020 onwards and sent electronically to the Professional 
Development Team (sofia.perezbroz@nhs.net).  The original should be retained by the practitioner. 

NAME: 

   CLINICAL PRACTICE AREA:   NICU         

RECORD EACH SECTION ON SUCCESSFUL ACHIEVEMENT OF EACH ASSESSMENT 

In signing here you the Assessor are confirming you are satisfied that the named practitioner has provided 
evidence of attendance and successful completion of the Core training and theoretical assessment 

(Assessment A). Must be completed before undertaking Assessment B Part 1 

Attendance Core Training 

 

Date Assessor (BLOCK CAPITALS) and signature 
 

Assessment A 
 

Date 
 Assessor (BLOCK CAPITALS) and signature 

 
 

In signing here you the Assessor are confirming you are satisfied that the named practitioner has achieved the 
required standard and can now care for and safely manage a patient with a nasogastric tube without supervision. 

Competency 
 
Date 

Assessors Name 
(BLOCK CAPITALS) 

and signature 

Practitioners Name 
(BLOCK CAPITALS) and 

Signature 
Assessment B Part 1 

NGT position check, administer 
medications and administer 

enteral feed via the feeding tube. 
 

   

Assessment B Part 2 
The practitioner is able to safely 
insert and test placement of a 

nasogastric tube independently. 
 

 
 

  

 
It is important to remember: 

‘You put the interests of people using or needing nursing or midwifery services first. You make their 
care and safety your main concern and make sure that their dignity is preserved and their needs are 
recognised, assessed and responded to. You make sure that those receiving care are treated with 
respect, that their rights are upheld and that any discriminatory attitudes and behaviours towards those 
receiving care are challenged’ 

To achieve this, you must: 

 Prioritise people 

 Practise effectively 

 Preserve safety 

 Promote professionalism and trust      

(NMC: The Code Jan 2015) 
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When undertaking this aspect of nursing care due regard must be given to the need for individual patient 
assessment, infection control precautions, and correct use of equipment, maintaining patents privacy and dignity 
as well as accurate record keeping. 

 
Adapted Benner Stages of Clinical Competence 

LEVEL OF 
ACHIEVEMENT 

DESCRIPTION 
All competencies within this standard are measured against the following 

criteria. The RN is expected to meet COMPETENCE at level 3 - 4 

LEVEL 

NOVICE Can perform this activity, but not without constant supervision, assistance  
and / or guidance 

1 

ADVANCED 
BEGINNER 

Can perform this activity satisfactorily, but requires some supervision and 
assistance and / or minimal guidance 

2 

COMPETENT Can perform this activity satisfactorily without supervision and / or 
assistance, with acceptable speed and quality of work with understanding 
and appropriate application 

3 

PROFICIENT Can independently perform this activity, satisfactorily with more than 
acceptable speed, quality and with initiative and adaptability to specific 
problems as and when they arise. 

4 

EXPERT Can perform this activity satisfactorily with more than acceptable speed 
and quality and within initiative and adaptability and can lead / instruct / 
assess other practitioners in performing this activity 

5 

Key to evidence gathering method 

You will usually agree with your mentor / assessor how evidence will be collected. This will be by one of the following 
means.  

1.  Naturalistic observation of 
workplace activity 
This will be the most common 
method used and will tie closely 
with method 2.  This may be when 
your assessor is watching you or  
working alongside you, as part of  
your daily activities or during a pre-
planned event 

4.  Candidate’s explanation and 
reflection of process/review of work 
Slightly different to questioning as 
candidate offers explanation and 
reflection rather than answers direct 
questions 

7.  Projects / assignments / case 
/studies 

To test underpinning knowledge or 
as another method of covering 
performance criteria and range 

2.  Observation of products (e.g. 
records, made bed) 
It is essential to ensure that your  
assessor can verify  that the end 
product was of your doing 

5.  Simulations/role plays 
Artificially created activities and role 
play 

8.  Oral questioning 
Covering range and underpinning 
knowledge aspects which are not 
observable 

3. Testimony of others (e.g. clients, 
other workers) 

6.  Assessment of prior achievement 
 Must be relevant to the specific 
competence and allow for a 
judgement to be made on present 
ability 

9.  Written questioning 
Covering range and underpinning 
knowledge aspects which are not 
observable 

All assessments of competence will be undertaken using direct observation of practice.  
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Progress Record 
Assessor please use this section to document your learner’s development - this can include; any areas that 
need further development prior to being signed off as competent i.e. level of knowledge, further reading, 
practicing of skills etc.(A written record  helps to clarify the assessor / learner discussion and highlights 
what areas need further improvement). 
 

 
 
 
 
 

Date of 
review 

Standard  
number and  

Competency 
statement 

number 

Area for development 

 

 

How will this be achieved? 

(needs to be specific, measurable, 
achievable, realistic and time bound) 

Date to be 
achieved and 

signatures  

Example –  
 
13.02.19 

Example –  
 

1:4,5,6,7,8 
1-NGtube 
placement 

.4,5,6,7,8- 
statement in the 
competency 

Example –  
1.4,5,6,7,8 Sam needs to be more 
aware of how to administer 
medication down a tube 
 

Example –  
 
 - Ensure that Sam has attended the 
high-risk meds day 
- Encourage Sam to access 
information on NG tube  
- Encourage Sam to observe other 
nurses technique 
 
 

Example –  
 
13.02.19 
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Month 
0-3  

Nasogastric or orogastric  tube 
placement checks 

Formative 
 

Formative 
 

Competency  
Sign off 

 
Co

m
pe

te
nc

y 
St

at
em

en
t 

The registered healthcare professional 
will be able to effectively confirm NGT 
position and provide safe ongoing care  

Se
lf-

as
se

ss
m

en
t 

As
se

ss
or

 

D
at

e 

Se
lf-

as
se

ss
m

en
t 

As
se

ss
or

 

D
at

e 

Se
lf-

as
se

ss
m

en
t 

As
se

ss
or

 

D
at

e 

 
I confirm that I have read and understood the ASPH policy for NG management and insertion. 
 

                                                                                                                                                                                                                    Signature………………………………. 

1 
Describes when tube position checks are 
needed 

         

2 Describes signs of a misplaced tube          

3 Demonstrates the replacement of nasal tape.          

4 

Demonstrates a tube position check to 
administer enteral feed: 
a)  Selects appropriate equipment 

         

b) Ensures the strips are safe to use – checks 
cap and checks expiry date 

         

c)  Demonstrate that they are able to check 
the nasal tape and assesses the need to 
replace if needed. 

         

d) Demonstrates that they can identify the 
measurement of the tube length at the 
patients nose  

         

e) aspirates using a 5ml enteral syringe          

f) applies aspirate onto the three coloured 
squares 

         

g) Reads the strip within the permitted time 
period  

         

h) Accurately documents pH and assessment          

h) Disposes of used syringe          

4 
 Demonstrates how to prepare and 
administer a liquid drug 

         

5 
Demonstrated knowledge on how to prepare 
and administer a dispersible drug. 

         

6 
Demonstrates knowledge on how to 
administer a drug from a capsule. 

         

7 Demonstrate knowledge on how to 
administer a solid tablet  

         

8 
Demonstrates knowledge on how to 
administer an effervescent tablet. 

         

9 
Demonstrates knowledge on how to 
administer a soluble tablet 

         

10 Demonstrates how to administer a feed          
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Month 
3-6  Insertion of a nasogastric tube Formative 

 
Formative 

 

 
Competency  

Sign off 
 

Co
m

pe
te

nc
y 

St
at

em
en

t 

The practitioner is able to safely insert 
and test placement of a nasogastric 
tube independently. 

Se
lf-

as
se

ss
m

en
t 

As
se

ss
or

 

D
at

e 

Se
lf-

as
se

ss
m

en
t 

As
se

ss
or

 

D
at

e 

Se
lf-

as
se

ss
m

en
t 

As
se

ss
or

 

D
at

e 

1 

Checks that the decision to place a feeding 
tube for feeding/ hydration or drug 
administration has been made by the 
senior doctor responsible for the patients 
care 
 

         

2 
Able to identify and discuss patient specific 
risk factors for NGT insertion 
 

         

3 
Able to give a clear explanation of the 
procedure to the parent/carer   
 

         

4 Acts on the Best Interest Decision 
 

         

5 
Understands action is needed if the parent 
withholds consent  
 

         

6 
Be able to recognise baby’s cues for signs 
of distress and physiological instability 

         

7  Describe best position of baby for insertion 
 

         

8 

Wash hands with bactericidal soap and 
water and bactericidal alcohol hand rub, 
and then assemble the equipment 
required. Repeat above and then put on 
disposable gloves and apron 
 

         

9 

Estimate the length of tube needed to be 
inserted by measuring from the tip of the 
nose to the earlobe extending to the 
xiphisternum (the NEX measurement) 
 

         

10 

Gently insert the tube into the baby’s 
nostril, slide the tube along the floor of the 
nose towards the nasopharynx. If an 
obstruction is felt, withdraw the tube, try 
again in a slightly different direction or use 
the other nostril. 
 
Orogastric tubes should be fixed to exit at 
corner of mouth. 
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Month 
3-6 Insertion of a nasogastric tube Formative 

 

 
Formative 

 

 
Competency  

Sign off 
 

Co
m

pe
te

nc
y 

St
at

em
en

t The practitioner is able to safely insert 
and test placement of a nasogastric 
tube independently. 
 Se

lf-
as

se
ss

m
en

t 

As
se

ss
or

 

D
at

e 

Se
lf-

as
se

ss
m

en
t 

As
se

ss
or

 

D
at

e 

Se
lf-

as
se

ss
m

en
t 

As
se

ss
or

 

D
at

e 

11 
If the baby has a safe swallow, has capacity 
and is tolerating oral fluids, offer a dummy 
as you advance the tube.  

         

12 

If the baby is coughing, stop, pull the tube 
back slightly and wait for coughing to 
settle. Before continuing, open their mouth 
to check nasogastric tube has not coiled up 
at the back of the oral cavity 

         

13 

Advance the tube until the NEX 
measurement is reached. If the baby shows 
signs of distress, for example gasping or 
cyanosis, remove the tube immediately 

         

14 
Use a 5ml enteral syringe to gently aspirate 
from the tube.  

         

15 
If unable to obtain an aspirate follow NICU 
NGT Guideline. Demonstrate your 
knowledge of Guideline. 

         

16 
Secure the tube to the face with adhesive 
tape, appropriate to gestational age.  

         

17 
Eject aspirate onto the pH strip ensuring 
that the manufactures guidelines are 
followed to obtain an accurate result. 

         

18 

Makes an accurate judgment as to whether 
the tube is safe to use. If an x-ray is 
required contacts the medical team usually 
following admission. 

         

19 
Remove gloves and apron and dispose of all 
equipment safely). Wash hands using soap 
and water. 

         

20 
Accurately record the procedure and pH in 
baby’s notes. (purple label) 

         

Month 
3-6 

Drug administration Formative 
 

Formative 
 

Competency 
Sign off 

Co
m

pe
te

nc
y 

St
at

em
en

t The practitioner is able to safely 
administer oral drugs via the 
nasogastric tube. Se

lf-
as

se
ss

m
en

t  

As
se

ss
or

 

D
at

e  

Se
lf-

as
se

ss
m

en
t  

As
se

ss
or

 

D
at

e  

Se
lf-

as
se

ss
m

en
t  

As
se

ss
or

 

D
at

e  

1 Demonstrates how to prepare and 
administer a liquid drug          

2 Demonstrates how to flush the tube 
following drug administration          
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Appendix 6- Figure 1a: The Recommended Procedure for Checking the Position of The Naso And Orogastric Feeding Tube in 
Babies under the Care of Neonatal Units. Patient Safety Alert 09. Reducing the harm caused by misplaced gastric feeding tubes in 
babies under the care of neonatal units. NPSA 0223JUN0518.08.05 p3 
Use this flowchart as a basis for decision making. 

Action Rationale 
Check for signs of tube displacement  (if 
not initial insertion) 

The tube may have coiled up in the mouth or if there is more tube visible than 
previously documented, the tube may have kinked. Loose tape may indicate 
movement. If tube has been displaced it will need repositioning or re-passing before 
feeding. 
 

Aspirate 0.2-1ml gastric fluid and allow 
10-15 seconds for any colour change. 

0.2-1ml of aspirate will cover an adequate area on single, double or triple reagent 
panels of pH testing strips or paper. 
 

Aspirate using a syringe It is safe practice to use gastric and enteral syringes that have non luer lock 
connectors. (Building a Safer NHS for Patients: Improving Medication Safety, 
published 22.1.2004 at www.dh.gov.uk ) 
 

Aspirate is pH 5.5 or below 
 
PROCEED TO FEED 

Aspirates testing pH 5.5 and below should indicate correct placement in most babies 
(including the minority of those receiving acid suppressants) and rule out the 
possibility of respiratory tract placement. Always match the pH indicator strip or 
paper colour change with the chart on the booklet or box. 
If there is any doubt about the position and/or clarity of the colour change on the pH 
strip or paper, particularly between pH5 and 6 DO NOT commence feeding 
 

Aspirate is pH 6 or above 
 
CAUTION –STOP FEED 
If clinically safe, consider waiting 15-30 
minutes before aspirating again. 
Consider replacing and/or re-passing 
the tube and re-aspirating. 
 
If still pH 6 or above, seek advice. 
 
IT IS IMPORTANT THAT STAFF FOLLOW 
THE FLOWCHART, RECORD THE 
OUTCOMES AND MAKE DECISIONS 
BASED ON THIS INFORMATION. 

The most likely reason for the failure to obtain gastric aspirate 5.5 or below is the 
dilution of gastric acid by enteral feed. Waiting gives the stomach time to empty and 
the pH value to fall. If pH is still 6 and above after waiting and replacing or re-passing 
the tube seek advice and consider the following questions: 

 Is baby on medication? 
 Is baby only 24-48 hours old? 
 Is the tube in the same position as previously documented? 
 Is the visible length of the tube the same as previously documented? 
 What is the trend pH value? 
 What is the volume of aspirate? 

It is important that actions and their rationale are documented. Clinical staff should 
balance the risks of not feeding the baby in the short term with feeding when there 
is the possibility of the tube being in the lungs. Only consider x-ray if timely, e.g. If 
the baby is due for an x-ray for other reasons, and/or it is clinically safe to do so. If an 
x-ray is done the radiographer should know that this advice has been followed and 
the reason for the request should be documented. 
 

Document all information Documenting helps the clinical decision making process. The tube size and length 
should be recorded each time the tube is passed. A record should also be mad each 
time measurements of pH level of the aspirate and the length of the tubes 
advancement or retraction are done.  
 

Problems obtaining aspirate: suggest 
using larger size tubes with multiple 
ports, Turn baby onto his/her side 
 

This may facilitate the tip of the nasogastric tube entering the gastric fluid pool. 

Inject 1-2ml of air using a syringe 
THIA IS NOT A TESTING PROCEDURE 

Injecting air through the tube may dislodge the exit port of the feeding tube from the 
gastric mucosa. Care must be taken when using large syringes on neonates to ensure 
that the correct amount of air is inserted i.e. no more than 2ml. 
 

Advance or retract the tube by 1-2cm. 
Stop if there is any resistance or 
obstruction. 
  

If the tube is in the oesophagus, advancing it may allow it to pass into the stomach. If 
the tube has been inserted too far it may be in the duodenum. Consider withdrawing 
a few centimetres and re-aspirating. The position of the tube at the nose should 
already have been recorded and marked, if the tube is in situ. If the mark has not 
moved then advancing it or retracting may not make a difference. Document the 
tube length if moved 
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.   
If you still cannot obtain aspirate If this is the initial insertion then consider replacing or re-inserting the tube. If the 

tube has been in situ already seek advice. Consider whether the length of tube has 
changed and discuss options as outlined under the action point on aspirate pH 6 and 
above. Record all decisions and their rationale. 
 

For more information about safety issues involved please see www.npsa.nhs.uk/advice  
 
 
Appendix 6- Figure 1 b 
The Recommended Procedure for Checking the Position of the Naso and Orogastric Feeding Tube in Babies under the Care of 
Neonatal Units. Patient Safety Alert 09. Reducing the harm caused, by misplaced gastric feeding tubes, in babies under the care of 
neonatal units. NPSA 0223JUN05.18.08.05 p4 

 
 

  
 

 
  
 
 
 
 
 

 
  
 
 
 
 
 
 
 
 
 
   
 
 
 
 
  
 
 
 
 
  
 
 
 
 
 
 
 
 

1. Check for signs of tube displacement (if not initial insertion) 
2. Reposition or repass tube if not initial insertion 
3. Aspirate using a syringe 

Aspirate obtained 0.2-1ml 

DO NOT FEED 
1. If possible turn baby onto his/her side 
2. Re-aspirate 
3. Check pH level 

 

Aspirate obtained 0.2-1ml 

Aspirate not obtained 

Aspirate not obtained 

DO NOT FEED 
1. Inject 1-2ml of air into the tube using a 

syringe 
2. Re-aspirate 
3. Check pH level 
 

Aspirate not obtained 

DO NOT FEED 
1. Advance or retract the tube 1-2cms if 

initial insertion, any resistance STOP 
2. Re-aspirate 
3. Check pH level 

Aspirate not obtained 

Aspirate obtained 0.2-1ml Test on pH strip or paper 

pH 6 or above  

pH 5.5 or below 

CAUTION  DO NOT FEED AND: 
1. Consider waiting 15-30 minutes 

then re-aspirate 
2. Consider replacing or re-passing 

tube and re-aspirate 
3. If still pH 6 or above seek senior 

advice ask about: 
 Medication  
 The tube-is it the same as that 

documented on last x-ray and is 
the length the same 

 The feeding history 
 Balancing risks 

4. Only consider x-ray if timely 
5. Document decisions and rationale 

in clinical notes 

DOCUMENT 
1. Measure length of tube 

and document, if initial 
insertion 

2. pH of aspirate 
3. Length of tube 

advancement/retraction if 
done 
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CAUTION  DO NOT FEED AND: 
1. If initial insertion consider replacing or 

re-passing tube 
2. If tube is in situ seek senior advice 
3. Only consider chest and top of abdomen 

x-ray if timely 
4. Document decisions and rationale in 

clinical notes 
 

Proceed to feed 
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Appendix 7 - Parent carer briefing NPSA August 2005 
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Appendix 8 - Enteral UK instruction for use leaflet 
 

 
 
 
 
 
 
 
 
 
 
 
Appendix 9 - Nasojejunal tube guideline 
 
http://trustnet/docsdata/paed/Guidelines_Neonatal/Nasojejunal%20Tube%20Insertion%20May%
202018.pdf  
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Appendix 10- Individualised Care Plan for home NGT use 
 

Name:  Care Plan created on:  
Date of Birth:  Care Plan revised on:   
NHS:  Hospital Number:  

 
Parents/Carers:  Phone numbers and email:  
Insert name Insert  
Insert name Insert  
Address:   Insert  
 Infant’s address if different: 
  
  

    
Principle diagnosis: 

  
Problem list at discharge: 

  
Medication: Dose or Dose/kg Frequency 
   
   
   

 
GP:  Address: 

 Phone:  
Fax:  

 
Consultants: Contact Details: Next OPA: 
   
   
   
   

 
Health Professionals Involved: Contact Details: Email: 
Neonatal Community Outreach  Office:  01932 723674 Neonatal.communityteam@nhs.net  
Sister: 07899 846 992 Susan.white28@nhs.net  
Dep Sister: 07879425140  
Nursery Nurse: 07721539275   
Neonatal Unit, Room 1 01932 723895/3896  
   
Health Visitor 
 insert insert 
Dietician   
CCN   

 
Feeding Plan: 
Method:  If by NGT: 
Milk Type:  NGT size: 
Preparation/Concentration:  NEMU: 
mls/kg:  Date NGT changed: 
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Special Instructions:   
 
 

Escalation plan for: What to do: Who to call: 

If NGT comes out/pulled 
out 

 Contact NCOT/CCN Mon-Fri 08:00-18:00 
 Between 17:00 and 09:00 (mon-fri) offer suck 

feeds all night (taking ½ feeds will be ok) and 
leave message on NCOT answerphone 

 At all other times, including weekends and 
Bank Holidays, please call NICU to arrange to 
come to the unit to have NGT replaced 

 Take all of your equipment with you  

NCOT: 01932 723674 
07899 846992 
07879 425140 
07721 539275 
 
01932 723895/3896 

If NGT comes out/pulled 
out during feed 

 STOP FEED IMMEDIATELY  
 Contact NCOT Mon-Fri 08:00-18:00  
 Between 17:00 and 09:00 (mon-fri) offer suck 

feeds all night (taking ½ feeds will be ok) and 
leave message on NCOT answerphone 

 At all other times, including weekends and 
Bank Holidays, please call NICU to arrange to 
come to the unit to have NGT replaced 

 Take all of your equipment with you 

NCOT: 01932 723674 
07899 846992 
07879 425140 
07721 539275 
 
NICU: 01932 
723895/3896 
 
 
 

If you cannot get any 
aspirate to check NGT 
position 
 

 Follow advice given in your home NGT feeding 
booklet 

 Offer baby a suck feed 
 Check number at side of nose and reposition if 

tube has moved 
 Turn baby onto left side and try again 
 Call NCOT  
 DO NOT USE NGT IF YOU CANNOT GET AN 

ASPIRATE. 

NCOT: 01932 723674 
07899 846992 
07879 425140 
07721 539275 
 
 
NICU: 01932 
723895/3896 
 

Sleepy, Lethargic with or 
without a fever 

 Check clothing to see if he is overdressed.  
 If not – call NCOT for advice or see GP or go to 

A&E 
 

NCOT: 01932 723674   
07879 425140 
07899 846992 
07721 539275 
  

Low Temperature 
Normal temperature is 
36.6- 37.1 axilla 

 Check baby is in dry clothes and bedding 
 Change both if damp/wet 
 Undress baby and place skin to skin 
 Add a hat 
 Recheck temperature in 30 mins 
 When rewarmed dress in warm clothes 
 Feed as soon as is practical 
 If baby does not rewarm phone NCOT or take to 

GP, go to A&E if unable to get help 
 

NCOT:  01932 723674 
07879 425140 
07899 846992 
07721 539275 
 
 

Baby stops breathing and 
does not respond to 
stimulation. 

 Stop feeding if in progress 
 Follow Basic Life Support training as practised on 

NICU 

Call 999, ask for an 
ambulance, and say 
your baby has stopped 
breathing. 
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Any Concerns 
 

 Phone or text NCOT Mon-Fri 08.00-18.00 
 Do not leave a message if it is an emergency 
 Messages will be answered as soon as possible 

but not always on the same day 

NCOT:  01932 723674 
07879 425140 
07899 846992 
07721539275 
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APPENDIX 11: CHECKLIST FOR THE REVIEW AND APPROVAL OF DOCUMENTS 
 
To be completed (electronically) and attached to any document which guides practice when 
submitted to the appropriate committee for approval or ratification. 
 

  
Yes/No/ 
Unsure/N
A 

Comments 

1. Title   
 Is the title clear and unambiguous? Y  

 Is it clear whether the document is a 
guideline, policy, protocol or standard? Y  

2. Scope/Purpose   

 Is the target population clear and 
unambiguous? Y  

 Is the purpose of the document clear? Y  
 Are the intended outcomes described? Y  

 Are the statements clear and 
unambiguous? Y  

3. Development Process   

 Is there evidence of engagement with 
stakeholders and users? Y  

 Who was engaged in a review of the 
document (list committees/ individuals)? Y Neonatal guidelines group 

 Has the policy template been followed 
(i.e. is the format correct)? Y  

4. Evidence Base   

 Is the type of evidence to support the 
document identified explicitly? Y  

 Are local/organisational supporting 
documents referenced? Y  

5. Approval   

 
Does the document identify which 
committee/group will approve/ratify it? 
 

Y  

 
If appropriate, have the joint human 
resources/staff side committee (or 
equivalent) approved the document? 

N/A  

6. Dissemination and Implementation   

 Is there an outline/plan to identify how 
this will be done? Y  

 Does the plan include the necessary 
training/support to ensure compliance? Y  

7. Process for Monitoring Compliance    

 
Are there measurable standards or KPIs to 
support monitoring compliance of the 
document? 

Y  
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Yes/No/ 
Unsure/N
A 

Comments 

8. Review Date   

 Is the review date identified and is this 
acceptable? Y  

9. Overall Responsibility for the Document   

 

Is it clear who will be responsible for 
coordinating the dissemination, 
implementation and review of the 
documentation? 

Y  

10. Equality Impact Assessment (EIA)   
 Has a suitable EIA been completed? Y  
 

Committee Approval Neonatal Guidelines Group 
If the committee is happy to approve this document, please complete the section below, date it and 
return it to the Policy (document) Owner 
Name of Chair M. S. Edwards Date 26 Sept 22 
 
Ratification by Management Executive (if appropriate) 
If the Management Executive is happy to ratify this document, please complete the date of ratification 
below and advise the Policy (document) Owner 
Date: n/a 
 

 
Background 

 Who was involved in the Equality Impact Assessment 
 
Neonatal guidelines group 
Methodology 

 A brief account of how the likely effects of the policy was assessed (to include 
race and ethnic origin, disability, gender, culture, religion or belief, sexual 
orientation, age) 

 The data sources and any other information used 
 The consultation that was carried out (who, why and how?) 

  
All staff and patient groups were considered 
Key Findings 

 Describe the results of the assessment 
 Identify if there is adverse or a potentially adverse impacts for any equalities 

groups 
 
No evidence of discrimination 
Conclusion 

 Provide a summary of the overall conclusions 
 
No evidence of discrimination 
Recommendations 
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 State recommended changes to the proposed policy as a result of the impact 
assessment 

 Where it has not been possible to amend the policy, provide the detail of any 
actions that have been identified 

 Describe the plans for reviewing the assessment 
 
Guideline ratified for use, review as per policy (3 yearly) 

 


